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ABSTRACT 
 
Background: Teenage pregnancy is an important health and social problem in South Africa. 
Despite declining trends of fertility rates in last two decades, the pregnancy among school girls 
remains steadily high in South Africa. Teenage pregnancy had negative impacts on various 
aspects of socio-economic well being of school girls.  
Aim: To determine the proportion of teenage pregnancy among high school girls and to identify 
the possible factors that influence teenage pregnancy in Mthatha region during the year 2009. 
Materials & Methods: This is an observational cross sectional, analytic study of teenage 
pregnancy conducted among high school teenage girls in the Mthatha region of South Africa. 
Result: A total of 1150 teenage girls from 15 to 19 years of ages responded from seven high 
schools in the Mthatha region of South Africa. In total 113 (10%) of teenage high school girls 
were currently mothers or had previously been pregnant. The proportions of those who had ever 
been pregnant increased significantly with age. The risk of falling pregnant among public high 
school teenage girls had two times higher compared to private high school teenage girls. 
Condoms were the most common method of contraception whereas the oral pills were the least 
common in practice. About half of teenage girls who had ever been pregnant had an abortion and 
of this one-third had had a backstreet/illegal abortion.  The frequency of substance use was 
significantly higher among teenage girls who had ever been pregnant. A significant correlation 
was found between low socio-economic status, public schools and teenage pregnancy in this 
study.  
Conclusion: Teenage pregnancy is common among high school girls from 15 to 19 years of age 
in the Mthatha Region, South Africa. Poor socio-economic family conditions, lack of 
contraceptive use, early sexual maturation, risky behaviour, lack of knowledge about sexuality 
and reproductive health, multiple sexual partners and substance use were the common 
contributing factors of teenage pregnancy. 
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CHAPTER 1 
INTRODUCTION 
 
1.1 Introduction 
Teenage pregnancy is defined as pregnancy in young woman from 13 to 19 years of age 
(Welmeier, et al. 2005). Teenager‟s health is seriously hampered by pregnancy at younger 
age. Social problems related to teenage pregnancy in the community has far reaching 
implications which hinders development of future generations (Vundule, et al. 2001). In 
the region of the former Transkei, in 1996, 31% of school girls were pregnant, and of 
them, 25% were teenage mothers (Buga, et al. 1996a).Teenage pregnancy is a major 
challenge facing the Mthatha region. A study conducted in a general hospital in Mthatha, 
found that teenagers did not receive any reproductive health knowledge from health care 
providers and only few parents engaged with their children on reproductive health issues 
(Williams and Mavundla, 1999). The study also revealed that the majority of teenagers 
lived with single mothers instead of both parents. 
 
1.2 Background 
The Eastern Cape is one of the most poverty stricken provinces where 45% people survive 
on a monthly income of less than R1000, and this figure rises to 92% in the former 
Transkei regions (Meel and Kaswa, 2009). Mthatha was the capital city of the former 
homeland of Transkei where the majority of the African (Xhosa) people are living in 
poverty.  
The high level of teenage pregnancy in South Africa has a serious negative impact on 
various aspects of social well-being, pertaining to both the mother and her child. This 
includes school dropout or interrupted education which dramatically limits the chances of 
finding future stable employment. A study carried out in KwaZulu-Natal, showed that 
teenage girls while enrolled in schools at the time of falling pregnant did not return to 
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school following a pregnancy (Grant, 2008).  Depression is also common amongst these 
teenagers. Depression in turn, is commonly associated with drug abuse, thus causing 
further harm. Other consequences include:  involvement in antisocial behaviour; illegal 
abortions; social negligence and poor child care (Cunningham, 1996). 
Illegal abortions (so-called “back-street” abortions) remain an attractive option for 
pregnant teenagers. The main reasons for this practice include ongoing stigmatization by 
society and a lack of knowledge concerning the availability of safe abortions and, the risks 
of illegal abortions. These risks include complications such as bleeding, infections, 
perforation of the uterus and other organs, and ultimately, death.  
The problem of teenage pregnancy is compounded by:  inadequate sex education; limited 
knowledge regarding the correct use of contraceptives; non-availability of contraceptives; 
and inadequate family planning services in the Mthatha region (Buga, et al. 1996b). 
Empowering girls to take responsibility for their own reproductive health by educating 
them and facilitating access to simple and reliable contraception remains an elusive goal.  
In order to alleviate the problem of teenage pregnancies, a comprehensive study exploring 
its occurrence and the causative factors is a necessary starting point. This knowledge 
would aid in breaking this vicious cycle of teenage parenthood which is at the heart of a 
multitude of social, economic and health issues.  There are some educational programmes 
offered in high schools addressing the issue of teenage pregnancy. It is uncertain whether 
all schools have implemented these interventions and whether this is being done 
effectively. 
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1.3 Problem statement and study rationale 
The study was inspired by an increasing number of school drop outs and poor school 
outcomes of teenage girls, presumably due to teenage pregnancy, during recent years in 
Mthatha. It appeared that these pregnant girls were generally poor, had a low education 
level, poor reproductive health education and limited access to effective contraception. 
High schools were chosen in order to conduct the research due to their ease of access, thus 
reducing study costs.  This study establishes the occurrence of teenage pregnancy and also 
the contributing factors. Furthermore, this study included public and private schools in 
Mthatha. This later feature makes this study unique.  
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1.4 Definition of terms  
1.4.1 Teenager 
In this study a teenager refers to a girl from 15 to 19 years of age inclusive. A teenage 
pregnancy is defined as a current or prior pregnancy, in a teenage girl. 
1.4.2 Teenage pregnancy rate 
The teenage pregnancy rate is defined as the number of live births, stillborns, induced 
abortions and spontaneous miscarriages per 1000 girls from the ages of 15 to 19 years in a 
single calendar year. 
 
1.4.3 Teenage fertility rate  
The teenage fertility rate is defined as the number of live births per 1000 women aged 15 
to 19 years. 
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1.5 Hypothesis  
 Teenage pregnancies are very common among high school girls in Mthatha. 
 Early sexual activity is very common among high school girls in Mthatha. 
 The contributory factors are multi-factorial. 
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1.6 Aims of the study 
The aim of this study was to determine the proportion of teenage pregnancy among high 
school girls in the Mthatha region, and to identify the possible factors that influence 
teenage pregnancy during the year 2009.  
 
1.7 Objectives of the study  
The objectives of the study were: 
 To determine the total number of pregnant teenagers among public and private high 
schools girls in Mthatha;  
 To describe the socio-demographic and economic circumstances of pregnant 
teenagers; 
 To assess knowledge, attitudes, behaviour and practices regarding contraceptives 
among these girls; 
 To establish the possible contributing factors for teenage pregnancy among these 
school girls; and him   
 To make recommendations to the Department of Education based on the major 
findings from the study. 
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1.8 Summary 
This chapter provides an overview of the background of teenage pregnancy among high 
school girls and the consequences faced by these girls due to pregnancy in the Mthatha 
region. The study was motivated by declining school performance and an increasing level 
of school dropouts among high school girls in this region. Pregnancy during high school 
has a negative influence on a teenage girl‟s socio-economic and physical wellbeing. The 
current study was designed to determine the occurrence of teenage pregnancy as well as to 
identify the possible factors that influence teenage pregnancy among high school girls in 
this region.  
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CHAPTER 2 
LITERATURE REVIEW 
 
2.1 Introduction  
Today‟s generation of young people forms the largest proportion of the population ever in 
history (Bearinger, et al. 2007). Nearly 1.5 billion of the global population is between the 
ages of 10 and 25 years old. Of these 78% live in low income countries. About 14 to 15 
million teenage girls (between 15 and 19 years of age) are becoming mothers every year 
(Shaw, 2009). Complications of pregnancy such as illegal abortions, pregnancy induced 
hypertension and sexually transmitted infections are the leading causes of morbidity and 
mortality among these girls (Mayer, 2004). 
 
2.2 Teenage pregnancy globally 
Teenage pregnancies among school going girls are a global concern. A survey in 2010 
undertaken by the Guttmacher Institute revealed that the highest teenage pregnancy rates 
among developed nations occurred in the United States of America (USA). From 1991 the 
rate of teenage pregnancy fell continuously until 2005 but it again rose after 2006. About 
750,000 teenage girls under the age of 20 become pregnant in the USA and 19% of those 
had a legal abortion (Kost, et al. 2010). 
Woodside and McClam (2009) state that “Sub-Saharan Africa has the highest incidence of 
teenage pregnancy in the world with 143 pregnancies per 1000 girls aged 15 to 19 years”. 
This can be attributed to various factors such as teenagers getting married at an earlier age, 
poverty, absent or inadequate education, lack of reproductive health knowledge and lack 
of a structured social system. Recent research (Treffers, 2003) has found that one in seven 
babies born to these teenagers died before reaching their first birthday.  
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South Africa is facing a huge problem of teenage pregnancy. According to statistics 
released by the Medical Research Council, one in three teenagers is having had a baby by 
the age of 20 years (Mwaba, 2000). 
Research in 2009 undertaken by the Human Science Research Council (HSRC) on behalf 
of the Department of Education has shown that teenage pregnancies had declined, 
although the rate remained high. In 2008 the Eastern Cape Province had the highest 
teenage pregnancy rate at 69 teenage pregnancies per 1000 registered learners, followed 
by KwaZulu-Natal and Limpopo provinces (Monama, 2009).  
 
2.3 Factors contributing to teenage pregnancy  
According to the South African Demographic and Health Survey (2003), the rates of 
pregnancy and fertility among teenage girls continuously declined during last decade. 
Despite these figures reducing teenage pregnancy remains a major challenge for our 
society. Factors that influence the teenage pregnancy are discussed. 
 
2.3.1 Socio-economic status  
Social inequality and poverty is one of the most consistent risk factors for early 
childbearing among young girls. Several studies conducted in low income countries in 
Sub-Saharan Africa established an association between socio-economic deprivation and a 
high occurrence of teenage pregnancy in low and middle income countries. The study 
conducted by Singh et al. (2001) among high income countries (Canada, France, Sweden, 
United Kingdom and United State America) found that the young girls from poor socio-
economic areas were more likely to become pregnant at a young age. Similar results were 
also observed in other studies conducted in high income countries (Sloggett and Joshi, 
1998; McCulloach, 2001).  
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In South Africa a household survey conducted by Hallman (2004) found that teenage 
pregnancy was: common in girls from poor socio-economic backgrounds. There was a 
relationship between teenage childbearing and lower socio-economic status in South 
Africa. The relationship between teenage pregnancy and socio-economic status is 
complex. Poverty disadvantages girls who want to avoid or delay childbearing. Poverty 
specifically reduces access to reproductive health information, contraceptive services and 
life skill education. These services are readily available to girls belonging to more 
financially and socially affluent communities (Magnani, et al. 2005; Jewkes and 
Christofides, 2008). 
 
2.3.2 Lack of usage and knowledge regarding contraception  
Teenager‟s attitudes regarding modern contraception methods, plays a significant role in 
them falling pregnant. Despite having knowledge of contraceptive methods only few 
people actually use contraception during periods of sexually activity. High levels of 
contraceptive failure among these users, indicates a lack of insight regarding the use of 
contraception or occasionally a negative perception by one partner regarding contraception 
(Wood and Jewkes, 2006; Abiodun and Balogum, 2008). 
 
Condoms are the contraceptive methods of choice for young people. In recent years the 
use of condoms has been constantly increasing worldwide. A study conducted in several 
African countries by Wellings et al. (2006) showed that the use of condoms during recent 
sexual activity, increased by two fold between 1993 and 2001. Unprotected sexual activity 
is a common practice among young South Africans. Recently a study conducted by 
Prinsloo et al. (2005) found that two-thirds of high school learners were engaging in 
sexual activity without contraception. Despite wide spread availability of free condoms, 
low levels of contraception use among high school learners remains a concern. 
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2.3.3 Substance use 
Substance use is a risk taking behaviour that is commonly found among high school 
learners. Alcohol and tobacco are the most commonly abused substances, often followed 
by illicit drugs. Substance use can increase teenager‟s sexual desire and impair their 
ability to engage in safe sexual practices. Teenagers who consumed substances were more 
likely to be sexual active and were frequently involved in unprotected sexual activity. 
Substance use among teenagers increases their likelihood of being involved in risky sexual 
behaviour, which often leads to unplanned teenage pregnancy and sexually transmitted 
infections (STI) (Morejele, et al. 2006). 
 
2.3.4 Risky sexual behaviour  
Sexual behaviour is a complex issue and it is modified by various factors including: age of 
first sexual encounter; contraceptive use; pregnancy experience; prior abortion; sexually 
transmitted infections; and the number of sexual partners. Adolescence is a transitional 
phase in life, when girls experience a number of hormonal and physical body changes. 
Due to inadequate knowledge regarding reproductive health and contraception, teenage 
girls frequently practice risky sexual behaviour that may lead to negative health outcomes. 
Sexual behaviour is deeply influenced by gender, race, ethnicity, geography, socio-
economic status and traditional values defined by the individual‟s community (Bearinger, 
et al. 2007). 
According to the Health System Trust survey conducted by Bhana (2004), 41% of South 
African teenage learners were sexually active before they reached 20 years of age and 
14% of learners experienced their first sexual encounter before they reached14 years of 
age. Young girls who commenced sexual activity at an early age were more likely to have 
multiple sexual partners. Older sexual partners are a common phenomenon among teenage 
girls that hinders their ability to negotiate for safe sexual practices. Such risky sexual 
behaviour makes them more prone to early childbearing and sexually transmitted infection 
including Human Immunodeficiency Virus (HIV) (Frank, et al. 2008). 
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2.3.5 Teenage fertility 
Globally, fertility patterns are decreasing in recent years. South Africa is following a 
similar trend. According to study conducted by the Human Sciences Research Council 
(Panday, et al. 2009), despite decreasing fertility, teenage pregnancy is still common 
among South African school learners. Teenage fertility is shifting towards younger age 
groups and the age of first pregnancy is also decreasing. These shifting trends in teenage 
fertility are having a negative impact on their health, education and future socioeconomic 
life.  
 
2.3.6 Child Support Grant 
The number of children receiving the Child Support Grant (CSG) has significantly 
increased in recent years. However, South Africa has the lowest overall levels of fertility 
compared to other African countries and it is similar to other high income countries. The 
increasing teenage fertility in recent years is a significant concern in South African high 
school learners. The age specific fertility between 15 and 19 years of ages between 1995 
and 2000 increased in all races in South Africa. Since 1980 the teenage fertility had 
decreased until the introduction of the CSG in 1995 (Makiwane, et al. 2006). Thereafter it 
increased sharply indicating that the CSG might be fueling this effect on the teenage 
fertility by financially incentivizing pregnancy. The data regarding the CSG however, due 
not support this hypothesis. The majority of CSG holders belonged to an older age group 
and pregnant girls from a poor socio-economic background had less access to a CSG due 
to a lack of required documents and information. 
 
2.4 Consequences of teenage pregnancy  
The growing number of teenage pregnancies is a challenging issue the world over. 
Teenage girl‟s immature reproductive system, immaturity and lack of social skills increase 
the risk of adverse consequences due to early childbearing. Subsequently teenage mothers 
13 
 
face not only negative health consequences but also interruption of education, living in 
poverty, psychological and social trauma. 
 
2.4.1 Mother and child health consequences 
Teenage pregnancies affect the health status of both mother and child. Pregnancy at an 
earlier age is associated with physiological immaturity including an incompletely 
developed pelvis leading to cephalo-pelvic disproportion. This may result in obstructed 
labour and an increase in the proportion of caesarian section deliveries. In addition other 
risks, such as anaemia, urinary tract infections, pregnancy induced hypertension, preterm 
labour and low birth weight infants may occur (Hoffman, et al. 1993; Kirchengast, 
2009).The adverse labour and delivery outcomes in teenage mothers include vaginal and 
rectal fistula, infertility and exposure to sexually transmitted infections including HIV 
(Blum and Nelson-Mmori, 2004; Gallais, 1996). 
 
Babies born to teenage mothers also face severe health consequences such as low birth 
weight, birth asphyxia and pre-term delivery resulting in increased morbidity and 
mortality among these infants (Acharya, et al. 2010). 
 
2.4.2 Socio-economic consequences  
Poor socio-economic status has a strong association with teenage pregnancy. Learners 
who belong to deprived socio-economic backgrounds are more vulnerable to teenage 
pregnancy. However, teenage girls from affluent families are also at risk and pregnancy 
may force them to drop out from school and possibly lose their financial support. Due to 
the financial and social support required, these teenage girls are totally dependent on their 
family members. This places significant financial strain on the family caring for these 
girls. Teenagers with a poor education had difficulty obtaining work and fulfilling the 
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financial requirements. Ultimately teenage pregnancy initiates a cycle of lifelong poverty 
for the young mother and her children (Ojwang and Maggwa, 1991). 
 
Acharya, et al. (2010) and Maynard (1997) identified many adverse social consequences 
in children born to these teenage girls such as poor access to higher education and thereby 
reduced chances of employment and poor remuneration.  Population growth and single 
parenthood are also negative consequences of teenage pregnancy. Children of teenagers 
often become teenage parents themselves and begin the cycle all over again. 
 
2.4.3 Psychological consequences  
The majority of teenage pregnancies are unplanned and children of these teenage mothers 
were often socially underdeveloped and had cognitive deficiency. Pregnancy during 
school life robs them of an education and disrupts their family relationship. Consequently 
the majority of pregnant teenage girls experience stress disorders and depression due to 
unwanted pregnancies. Teenage girls blame their pregnancy for their suffering and may 
neglect their child soon after birth (Were, 2007). 
 
2.4.4 Unsafe abortion 
During late eighties about 20% of maternal deaths in Sub-Saharan Africa were due to 
complications of abortion. The majority of girls having abortions were young and single. 
Half of deaths in 15 to 19 year old girls in Sub-Saharan Africa were due to unsafe 
abortions (Kwast, et al. 1986). Since 1996, after South Africa legalized the termination of 
pregnancy (Act No. 92 of 1996), the number of unsafe abortion dramatically decreased. 
Consequently this improved the reproductive health outcome of women by decreasing 
morbidity and mortality related to pregnancy. Teenage girls who do not have reproductive 
health care information or access, continue to have unsafe abortions. Occasionally 
15 
 
antagonistic health care workers and fear of social discrimination contribute to unsafe 
abortions (Meel and Kaswa, 2009). 
 
2.5 Youth development programmes 
A number of initiatives have been implemented in South Africa in order to delay teenager 
sexual activity, encourage safe sexual practices among sexually active high school girls 
and avoid early childbearing. These include: sex education at schools before the age of 14 
years (before young people become sexually active); information regarding prevention of 
sexually transmitted diseases; and providing detailed information on contraception as part 
of life skills programmes in schools. „Khomanani‟, „SoulCity‟ and „LoveLife‟ are some 
well-known national media programmes empowering the young to make decisions about 
their sexual and reproductive health (Parker and Colvin, 2006). 
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2.6 Summary 
Although the literature demonstrates that the annual teenage pregnancy and fertility rates 
are declining, teenage pregnancy among school going girls remains a major problem 
worldwide. Countries in Sub-Saharan Africa are seriously affected due to early child 
bearing in teenage girls. South Africa is also facing a huge problem of teenage pregnancy 
among school girls. According to the literature, social inequality, lack of contraceptive 
knowledge, unprotected risky sexual behaviour and substance use, are some of the 
consistent factors that increase teenage pregnancy among high school girls. Teenage 
pregnancies are associated with a high risk of maternal morbidity and mortality. Large 
numbers of teenage pregnancies are terminated by unsafe abortions. Unsafe abortion and 
reproductive tract infections were the commonest causes of maternal mortality among 
these teenage girls. 
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CHAPTER 3 
METHODOLOGY 
 
3.1. Introduction  
This chapter focuses on the methodology used in the study which includes: the research 
design, study area and population, sampling, data collection, ethical considerations and 
data analysis. 
 
3.2. Study design  
This is an observational cross-sectional, analytic study of teenage pregnancies conducted 
among high school teenagers in the Mthatha region of South Africa. The proportion of 
teenage pregnancy as well as the risk factors for teenage pregnancy was established. 
Comparisons of different variables between public and private high schools were also 
made. 
 
High school girls from 15 to 19 years of age were included in this present study. A 
structured self-administered questionnaire was used to collect data (Appendix-3). The 
questionnaires were distributed after school hours. The questionnaire was independently 
completed by each participant. 
 
3.3. Study area and population  
3.3.1. Study population 
The population eligible to be included in this study comprised of high school girls in 
Grades 8 to 12 and from the ages of 15 and 19 years studying in the Mthatha area, Eastern 
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Cape Province, during 2009. According to the Eastern Cape Department of Education, 59 
high schools and 29,785 female learners were registered in the Mthatha area during 2009. 
The high schools as well as the teenage girls included in the study had an equal probability 
of being selected. All participants selected from schools were eligible to be part of the 
present study. 
High school girls below Grade 8 were not included in this study for convenience despite 
the possibility of pregnancy in these girls. Girls who had refused participation in the study 
were not included in the study population. 
 
3.3.2. Area of the study 
This study was carried out in high schools in the Mthatha area which is located in the King 
Sabata Dalindyebo Local Municipality, OR Tambo District, Eastern Cape Province, South 
Africa. The OR Tambo District Municipality (ORTDM) occupies the eastern coastal 
portion of the Province. The total population of the O.R. Tambo District is 1,796,988 
while that of King Sabata Dalindyebo (KSD) as 433,627 in 2003. Females constitute 54% 
of this population in KSD and individuals under the age of 20 years make up 37%. A 
quarter of households (27%) had a monthly income ranging from R201-1000. The KSD 
district had a 59% functional literacy with a particularly high level of literacy in the rural 
areas (McCann, 2003). 
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3.4. Sample size  
The appropriate sample size for a population-based survey is determined largely by three 
factors: (i) the estimated prevalence of the variable of interest, (ii) the desired level of 
confidence and (iii) the acceptable margin of error. The sample size required was 
calculated according to the following formula. 
n= t² x p(1-p) 
  m² 
n = required sample size 
t = confidence level at 95% (standard value of 1.96) 
p = estimated prevalence of teenage pregnancy in the study area 
m = margin of error at 5% (standard value of 0.05) 
n= 1.962× .31(1-.31) 
                .052 
 
n= 328.68 ≈ 329 
To correct for the difference in design, the sample size was multiplied by the design effect. 
n x D = 329 x 2 = 658 
The sample was further increased by 10% to account for contingencies such as non-
response or recording error. n + 10% = 658 x 1.10 = 723.8 ≈ 724 
 
The sample size was further increased by the researcher to reduce the various types of bias 
and a total of 1550 questionnaires were handed out in this study. This comprised of 705 
questionnaires which were distributed in public high schools and 845 which were 
distributed in private high schools. A total sample of 1150 female learners responded to 
these questionnaires in this study from seven randomly selected high schools in Mthatha.  
The respondents comprised of 554 teenage girls of a possible 705 from public sector 
ownership high schools and 596 teenage girls out of 845 from the private sector ownership 
high schools. 
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3.5. Sampling procedure  
High schools in the Mthatha were stratified on the basis of their public and private sector 
ownership. The two strata were as following: 
 1). Public sector high schools. 
2). Private sector high schools. 
 
The high schools were randomly selected from each stratum using the multistage sampling 
(cluster sampling) method with each school being assigned a number. The required sample 
(representing a 95% confidence interval) was drawn from a box containing the number of 
all the high schools in each stratum. A total of the eight out of the 59 high schools in the 
Mthatha area were selected by means of stratified simple random sampling. One out of the 
eight high schools declined the request to participate in the study. The study population 
comprised of girls from the remaining seven high schools.  The high schools as well as the 
teenage girls included in the study had an equal probability of being selected. All 
participants meeting the above mentioned criteria were eligible to be part of the present 
study. The time of the study was chosen in such a way that it did not conflict with any of 
the schools important activities such as examinations and other school events. 
 
3.6. Data collection instrument  
A simple structured questionnaire was used as the main instrument for gathering primary 
data from the teenagers. English (Appendix-3) and Xhosa versions of the questionnaire 
(Appendix-4) were used to collect data. Indicators of the key items in the questionnaire 
comprise of demographic data including the following: age; marital status; knowledge and 
attitude towards contraception; reproductive functions; the participant‟s source of 
information; risky sexual behavior; and pregnancy.  
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3.7. Development of the questionnaire 
The researcher formulated the questions based on the literature review, personal 
observations and consultation with a „life orientation‟ teacher experienced in teenager‟s 
sexual and reproductive health. The questionnaire was given to an expert advisor to 
evaluate the face and content validity. The questionnaire was corrected according to a pilot 
study finding and discussed with the statistician, the language editor and the researcher‟s 
supervisor and co-supervisors from the Department of Community Medicine at Walter 
Sisulu University. 
The Research and Ethics Committee reviewers of Walter Sisulu University supported the 
components of the questionnaire that accurately reflected the essence of the concepts 
being studied. The questionnaire was typed and translated into the local language Xhosa.  
 
3.8. Structure of the questionnaire  
The objectives of this study were met by collecting data by means of questionnaires in 
which questions were divided into four sections pertaining to the four objectives of the 
study. The four sections are the following: 
Section A: Biographic Data (Socio-demographic and economic circumstances surrounding 
teenage pregnancies). 
This section covered the age of the teenage girls as well as their educational and financial 
status. It also included questions regarding the family structure of these girls. 
Section B: Proportion of teenage pregnancy. 
This section gathered information regarding the age at which the teenage girls become 
pregnant, circumstances surrounding the pregnancies, the number of pregnancies and the 
issue of abortion. 
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Section C: Knowledge, attitude and behavioural practices regarding contraception. 
Data about the types of contraception used by the teenage girls and their knowledge about 
contraception was collected in this section. Data was also collected regarding the age 
when they first had sexual intercourse and the number of sexual partners they had. The 
incidence of sexually transmitted infections was also determined in this section. 
Section D: Contributing factors for teenage pregnancy. 
This section deals with the role and availability of sexual education in high schools and 
also the role of alcohol and/or drugs in teenage pregnancies. 
 
3.9. Pilot study  
A pilot study was conducted to determine the clarity of questions, to elicit the desired 
information and identify ambiguous or unacceptable questions. The questionnaire was pre-
tested on 30 randomly selected teenagers from one high school. At the end of the pilot 
study the question regarding sexual behavioral practices was modified according to 
teenagers‟ understanding. The data collected during the pre-test did not contribute to the 
study sample. 
 
3.10. Validity  
Pilot testing the questionnaire also assisted in validating the designed questionnaire. 
Internal and external validity was established with the pilot study. 
 
3.11. Reliability  
In order to determine the reliability of data in this study each participant had her own 
questionnaire to prevent overlapping of responses. All necessary steps were taken to 
ensure the respondent‟s anonymity and confidentiality was maintained by not divulging 
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personal information of the respondents in the study. All the responses were manually 
coded and analyzed using SPSS V17.0 computer software.  
3.12. Ethical considerations  
Ethical revision and clearance was granted from the Walter Sisulu University Research 
and Ethics Committee (No. 0077/009). Permission was obtained from the department of 
education authorities and from school principals (refer Appendix-6) to conduct the survey 
in the schools. Participants were informed of the study objectives in their home language 
and after that informed written consent was obtained (refer to Appendix-1 and Appendix-
2). The researcher took informed written consent from teenage girls as well as from the 
school principal to participate in this study. Confidentiality and anonymity of the 
participants in this study was assured and no personal information was disclosed.  
 
3.13. Data analysis  
Completed questionnaires were collected from study participants. All questionnaires were 
then coded, captured and participants‟ responses were analysed using the statistical 
software SPSS V17.0assisted by a statistician. The characteristics of the groups were 
determined and described accordingly. The statistics are presented as frequencies and 
percentages. The variables were analysed by using proportions, odds ratio, significant p-
values and a 95% confidence interval.  
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3.14. Summary 
A cross sectional, analytic study design was used to determine the number of pregnant or 
previously pregnant high school girls from 15 to 19 years of ages in 2009 in Mthatha. 
High schools were stratified on the basis of either being public or private. The high 
schools and teenage girls were randomly selected from each stratum using a multistage 
sampling. A simple structured questionnaire was used for gathering primary information 
from the high school teenage girls, after obtaining written consent from high school girls 
and the school principals. The study was approved by the Walter Sisulu University 
Research and Ethics Committee as well as the Department of Education, Eastern Cape. 
Data were analysed using SPSS V17.0 and characteristics of the groups were summarized.   
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CHAPTER 4 
RESEARCH FINDINGS 
 
 
4.1 Introduction 
This chapter covers the major research findings. A total number of 1550 questionnaires 
were distributed to Grade 8 to Grade 12 school girls. Participants were randomly selected 
from public and private high schools in the Mthatha area. The study comprised a total of 
seven high schools of which four were public sector and three were private sector 
ownership high schools. The total response rate of these high school girls was 74%. The 
response rate from public high schools girls was 78% and from private high schools was 
70%.The interpretation of the results of each of the variables depended solely on the 
participants‟ response to the questionnaires. The omitted questions from the questionnaires 
were not included in the study. All participants were from the ages of 15 to 19 years. 
 
 
4.2Proportion of teenage pregnancy 
 
A total of 1150 teenage high school girls from the ages of 15 to 19 years completed the 
questionnaires. In total 113 (10%) of teenage high school girls were currently mothers or 
had previously been pregnant. Thirteen percent of teenage girls (70) had ever been 
pregnant in public high schools compared to 7% (43) from private high schools in the 
Mthatha Region of the Eastern Cape (Figure 4.1). 
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Figure 4.1 Proportion of girls who had ever been pregnant from 15 to 19 years of age, 
Mthatha, 2009. 
 
4.3 Ages of girls who had ever been pregnant 
The proportion of those who had ever been pregnant increased significantly with age 
(Table 4.1). It increased from 6% among 15 year olds to 30% among in 18 year olds. The 
risk (calculated as the odds ratio) for pregnancy increased progressively relative to 15 year 
old teenage high school girls. The risk of life time pregnancy among 16 years old girls was 
1.7 times higher compared to 15 year olds, and it reached 7.9 times higher among 19 year 
olds compared to 15 year old teenage high school girls. The mean age of the girls who had 
ever been pregnant (17.5±2.4 years), was higher compared to those who were never 
pregnant (16.7±2.4 years). 
 
 
 
 
 
 
10%
90%
Ever been Pregnant (N=113) Never been Pregnant (N=1037)
27 
 
Table 4.1: Age of teenage high school girls from 15 to 19 years of age who had ever 
been pregnant, Mthatha, 2009. 
Age 
(years) 
Ever been 
pregnant n (%) 
Number of girls 
n (%) 
Odds Ratio 
(OR)* 
95% CI 
Lower-Upper 
p-
value 
15 years  7 (6.2) 201 (17.5)     
16 years  18 (15.9) 313 (27.2)  1.7 0.7-4.1 0.25 
17 years  26 (23.0) 313 (27.2)  2.6 1.1-6.1 <0.05 
18 years  34 (30.1) 215 (18.7)  4.9 2.3-12.0 <0.001 
19 years 28 (24.8) 108 (9.4) 7.9 4.1-23.1 <0.001 
Total 113 (100.0) 1150 (100.0)    
*The reference category is 15 years 
The proportion of pregnant girls increased with age in both public and private high 
schools (Table 4.2). The proportion of pregnant girls in private high school increased with 
age until 18 years and then decreased among 19 year old private high school girls. In 
public high school teenage girls it constantly increased until 19 years of age. 
 
Table 4.2: Age of school girls who had ever been pregnant from 15 to 19 years in 
public and private high school, Mthatha, 2009. 
Age     
(years) 
Public schools 
n (%) 
Private  schools 
n (%) 
Total 
n (%) 
p-value 
15 years  5 (7.1)  2 (4.6)  7 (6.2)  
16 years  8 (11.4)  10 (23.5)  18 (15.9) 0.29 
17 years  15 (21.4)  11 (25.6)  26 (23.0) 0.69 
18 years  20 (28.6)  14 (32.5)  34 (30.1) 0.68 
19 years 22 (31.4) 6 (13.9) 28 (24.8) 0.71 
Total 70 (100.0) 43 (100.0) 113 (100.0)  
*The reference category is 15 years 
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4.4 Age at first pregnancy 
The median age at first pregnancy was 16 years and there was no difference between 
public and private high school girls median age at first pregnancy (Table 4.3).  
The majority (58%) of girls fell pregnant between the ages of 15 and 17 years. A total of 
21% of all girls in the study fell pregnant before the age of 15 years and the proportion 
was higher in private high school girls (30%).Teenage girls in private high schools were 
more likely to fall pregnant at a younger age compared to those in public high schools. 
Private high school girls were more fertile below 15 years of age compared to public high 
school girls, whereas public high school girls tended to be more fertile above 17 years of 
age compared to private schools. The risk of pregnancy in public versus private high 
school girls was calculated with reference to the 12 year of age category. The risk of 
falling pregnant increased from 0.75 times among 13 year olds to 5 times higher among 19 
years old teenage high school girls. 
 
Table 4.3: Age at first pregnancy among teenage high school girls who had ever been 
pregnant, Mthatha, 2009. 
Age at 
first 
pregnancy 
Public schools  
n (%) 
Private schools 
n (%) 
Total  
n (%) 
Odds Ratio   
(95%CI)* 
p-value 
12 years  2 (2.8)  2 (4.6)  4 (3.5)   
13 years  3 (4.3)  4 (9.3)  7 (6.2) 0.8 (0.1-6.4) 0.73 
14 years  6 (8.6)  7 (16.3)  13 (11.5) 0.9 (0.1-5.3) 0.70 
15 years  15 (21.4)  8 (18.6)  23 (20.3) 1.9 (0.2-7.9) 0.92 
16 years  12 (17.1)  10 (23.3)  22 (19.5) 1.2 (0.1-5.8) 0.85 
17 years 13 (18.6) 7 (16.3) 20 (17.7) 1.9 (0.2-8.9) 0.78 
18 years 14 (20.0) 4 (9.3) 18 (15.9) 3.5 (0.3-18.6) 0.40 
19 years 5 (7.1) 1 (2.3) 6 (5.3) 5.1 (0.3-31.6) 0.36 
Total 70 (100.0) 43 (100.0) 113 (100.0)   
*The reference category is 12 years 
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4.5 Age of menarche 
The young age of menarche indicates early sexual maturation and therefore the possibility 
of early pregnancy. The mean age of menarche was 12.8 years (±1.4 SD) and there was no 
difference between private and public high schools. The majority of girls (50%) started 
menstruating from 12 to 13 years of age (Table 4.4).  
 
A significant number (18%) of girls started menstruating before they reached 12 years of 
age. Private high school girls were more likely to start menstruating at a younger age 
(20%), compared to public high school girls (17%). 
 
Table 4.4: Age of menarche among teenage high school girls who had ever been 
pregnant, Mthatha, 2009. 
Age of 
menarche 
Public school  
n (%) 
Private school  
n (%) 
Total  
n (%) 
Odds Ratio 
(95%CI)* 
P-value 
10 years  5 (7.6)  2 (5.7)  7 (6.9)   
11 years  6 (9.1)  5 (14.3)  11 (10.9)   0.5 (0.1-3.6) 0.47 
12 years  16 (24.2)  9 (25.7)  25 (24.8) 0.7 (0.1-4.4) 0.71 
13 years  18 (27.3)  7 (20.0)  25 (24.4) 1.0 (0.2-6.6) 0.97 
14 years  13 (19.7)  6 (17.1)  19 (18.8) 0.9 (0.1-5.8) 0.88 
15 years  8 (12.1)  6 (17.1)  14 (13.9) 0.5 (0.1-3.8) 0.53 
Total 66 (100.0) 43 (100.0) 101 (100.0)   
*The reference category is 10 years 
 
 
4.6 Age at first sexual encounter 
 
The majority of girls (about 40%) initiated sexual activity from 15 to 16 years of age in 
both public and private high schools. A significant number of girls (35%) started their 
sexual activity before they reached their 15
th
 birthday and there was no significant 
difference with regards to public and private school girls (Figure 4.2). 
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Only one fifth of girls who had ever been pregnant, commenced sexual activity after 16 
years of age. About 10% of girls started their sexual activity as early as ten years of age 
and there was no significant difference between public and private school girls. 
 
 
Figure 4.2 Age at their first sexual encounter among girls who had ever been 
pregnant, Mthatha, 2009. 
 
 
4.7 Household composition, financial status, gravidity and substance use 
 
The majority of girls (83%) lived with their parents during school term. A small proportion 
of girls (17%) lived in high school hostels or with other relatives and this proportion was 
higher among public high school girls (19%) compared to private high school girls (14%). 
 
The majority of girls who had ever been pregnant in public high schools (69%) belonged 
to economically disadvantaged families, whereas, private high school girls mostly (65%) 
belonged to more wealthy families (Table 4.5). The risk of pregnancy in economically 
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disadvantaged girls was four times higher among public school girls compared to private 
school girls. 
 
About three quarters of girls who had ever been pregnant fell pregnant only once 
(primigravida). The trend of falling pregnant more than once (multigravida) was more 
common in private high school girls (twice as high) as compared to public high school 
girls.  
 
Table 4.5: Household composition, financial status, gravidity and substance use 
among girls from 15 to 19 years of age who had ever been pregnant, Mthatha, 2009. 
 Public 
School n (%) 
Private 
School n (%) 
Total 
n (%) 
Odds Ratio 
(95%CI) 
p-value 
Household 
Composition 
    
Live Alone 13 (18.8)  6 (14.0)  19 (17.0) 1.4 (0.5.-4.1) 0.61 
Live with Parents 56 (81.2)  37 (86.0)  93 (83.0)   
Financial status      
Poor  27 (69.2)  9 (34.6)  36 (55.4) 4.3 (1.5-12.2)   <0.05 
Wealthy 12 (30.8)  17 (65.4)  29 (44.6)   
Gravidity     
Primigravida 56 (80.0)  28 (65.1)  84 (74.3) 2.1 ( 0.9-5.1) 0.12 
Multigravida 14 (20.0)  15 (34.9)  29 (25.7)   
Substance use      
Yes  18 (27.3)  23 (54.8)  41(38.0) 0.3 (0.1-0.7) <0.05 
No  48 (72.7)  19 (45.2)  67(62.0)   
  
In this study the term substance use denotes the consumption of alcohol, cannabis, heroin, 
cocaine and other illicit drugs. The overall life time prevalence of substance use among 
currently or previously pregnant girls was 38%. The proportion of substance use in private 
high schools was 55% whereas in public high schools it was lower at 27%. A significantly 
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higher prevalence (p<0.05) of substance use was demonstrated in private schools 
compared to public schools. 
 
4.8 Sexual behaviour, sexually transmitted infections and abortion 
 
Half of girls had multiple sexual partners. Girls from private high schools were more 
likely to have multiple sexual partners compared to girls in public high schools (Table 
4.6). 
 
Table 4.6: Sexual partners, vaginal discharge, frequency of vaginal discharge and 
abortion reported in girls from 15 to 19 years of age who had ever been pregnant, 
Mthatha, 2009.  
 Public school 
n (%) 
Private school 
n (%) 
Total 
n (%) 
Odds Ratio 
(95%CI) 
p-
value 
Sexual partners     
Single  36 (52.9)  18 (45.0)  54 (50.0) 1.4 (0.6-3.0 ) 0.55 
Multiple  32 (47.1)  22 (55.0)  54 (50.0)   
Vaginal discharge      
Yes  24 (35.8)  23 (53.5)  47 (42.7) 0.5 (0.2-1.1)  0.07 
No  43 (64.2)  20 (46.5)  63 (57.3)   
Frequency of 
vaginal discharge  
    
Once  7 (30.4)  6 (26.1)  13 (28.3) 1.2 (0.3-4.5 ) 1.00 
≥ Two 16 (69.6)  17 (73.9)  33 (71.7)   
Abortion      
Yes 26 (37.1) 22 (51.2) 48 (42.5) 0.6 (0.3-1.2) 0.17 
No 44 (62.9) 21 (48.8) 65 (57.5)   
 
The overall life time prevalence of having had a vaginal discharge was 43%. Girls in 
private high schools (54%) more commonly noticed genital discharges compared to their 
public sector counterparts (36%). Over two-thirds (72%) of girls who had ever been 
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pregnant noticed multiple episodes of vaginal discharge and these were slightly more 
common among private high school girls (74%) compared to public high school girls 
(70%). 
 
A high proportion (43%) of abortion was noted among previously pregnant girls. The 
practice of abortion was more common among girls in private high schools (51%) 
compared to public high school (37%) girls.  
  
A hospital or clinic was the preferred setting for abortion with half of girls choosing this 
option. There was no difference in public and private high school girls in this regard 
(Figure 4.3). 
 
Despite the legalization of the termination of pregnancy in 1996 by the South African 
government, backstreet or illegal abortions remained common place. Abortions were more 
commonly chosen among public high school girls (35%) compared to private high school 
girls (23%).  About 12% of public high school and 14% of private high school girls opted 
for traditional healers to conduct their abortions. 
 
Figure 4.3 Place where abortion was conducted among previously pregnant teenage 
high school girls aged from 15 to 19 years of age, Mthatha, 2009. 
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4.9 Contraception 
About two-thirds of girls reported using at least one contraceptive method. The prevalence 
of contraception use achieved 69% in public high school teenage girls. The use of 
contraception among girls in public high schools was 1.5 times higher compared to private 
high school girls (Table 4.7).  
Table 4.7: Contraceptive use and knowledge regarding, the use of condoms for the 
prevention of pregnancy, HIV and sexually transmitted infections, among girls aged 
from 15 to 19 years of age who had ever been pregnant, Mthatha, 2009. 
 Public schools 
n (%) 
Private 
schools n (%) 
Total 
n (%) 
Odds Ratio 
(95%CI) 
p-
value 
Contraceptive use     
Yes 45 (69.2)  25 (59.5)  70 (65.4) 1.5 (0.7-3.4) 0.41 
No 20 (30.8)  17 (40.5)  37 (34.6)   
Condoms prevent 
pregnancy  
    
Yes  60 (90.9)  36 (83.7)  96 (88.1) 1.9 (0.6-6.2) 0.36 
No  6 (9.1)  7 (16.3)  13 (11.9)   
Condoms prevent 
HIV  
    
Yes  61 (92.4)  34 (79.1)  95 (87.2) 3.2 (1.0-10.4) 0.07 
No  5 (7.6)  9 (20.9)  14 (12.8)   
Condoms prevent 
STI  
    
Yes  54 (81.8)  32 (74.4)  86 (78.9) 1.2 (0.6-3.9) 0.47 
No  12 (18.2)  11 (25.6)  23 (21.1)   
 
The majority of girls who had ever been pregnant knew that condoms can prevent 
pregnancy, reduce the transmission of HIV and other sexually transmitted infections 
(Table 4.7). About 88% girls knew that by using condoms they could avoid pregnancy. 
Knowledge regarding the prevention of pregnancy by using condoms was 1.9 times higher 
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in public high school (91%) girls compared to private high school (84%) girls. Knowledge 
regarding reduction of the transmission of HIV and sexually transmitted infections by 
using condoms was higher among public high school girls, compared to their private 
school counterparts.  
  
Condoms were the preferred method of contraception among girls, followed by injectable 
contraceptives and oral contraceptive pills (Figure 4.4). About three quarters of girls who 
had ever been pregnant were using condoms as a method of contraception. Private high 
school girls (76%) more commonly used condoms as contraception compared to public 
high school girls (69%). The injectable methods of contraception were more common in 
public high school girls (22%) compared to private high school girls (16%).  
 
Figure 4.4 Methods of contraception in practice among girls who had ever been 
pregnant aged from 15 to 19 years of age, Mthatha, 2009. 
 
4.10 Sex and relationship education 
 
The majority (87%) of girls had received sex and relationship education, and there was no 
significant difference between public and private high schools (Table 4.8). 
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Table 4.8: Sex and relationship education from parents, school, friends, media and 
health care centers among girls aged from 15 to 19 years of age who had ever been 
pregnant, Mthatha, 2009.  
 Public 
schools 
n (%) 
Private 
schools 
n (%) 
Total 
n (%) 
Odds Ratio 
(95%CI) 
p-
value 
Received sex and 
relationship education  
    
Yes  58 (86.6)  38 (88.4)  96 (87.3) 0.8 (0.3-2.7) 1.00 
No  9 (13.4)  5 (11.6)  14 (12.7)   
From Parents      
Yes  11 (19.0)  14 (36.8)  25 (26.0) 0.4 (0.2-1.0) 0.06 
No  47 (81.0)  24 (63.2)  71 (74.0)   
From School      
Yes  31 (53.4)  19 (50.0)  50 (52.1) 1.2 (0.5-2.6) 0.84 
No  27 (46.6)  19 (50.0)  46 (47.9)   
From Friends      
Yes  18 (31.0)  6 (15.8)  24 (25.0) 2.4 (0.9-6.8) 0.15 
No  40 (69.0)  32 (84.2)  72 (75.0)   
From Media      
Yes  9 (15.5)  12 (31.6)  21 (21.9) 0.4 (0.2-1.1) 0.06 
No  49 (84.5)  26 (68.4)  75 (78.1)   
From Health care centre     
Yes  11 (19.0)  7 (18.4)  18 (18.8) 1.1 (0.4-2.9) 1.00 
No  47 (81.0)  31 (81.6)  78 (81.3)   
Sex education mandatory 
at school  
    
Yes  46 (67.6)  35 (81.4)  81 (73.0) 0.5 (0.2-1.2) 0.13 
No  22 (32.4)  8 (18.6)  30  (27.0)   
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About one third (37%) of girls in private high schools received their sex and relationship 
education from parents. In public high schools only 19% of girls received sex and 
relationship education from parents. Half of girls received sex and relationship education 
from school and there were no significant differences between public and private high 
school girls. One quarter (25%) of all girls received sex and relationship education from 
friends and public high school girls were 2.4 times more likely to than their private school 
counterparts to receive sex and relationship education from friends.  
 
About 22% of girls received sex and relationship education from the media. Private high 
school girls were more likely to have received sex and relationship education from the 
media compared to public high school girls. About 19% of girls received sex and 
relationship education from health care centers and there was no difference among public 
and private high school girls.  
 
The majority (73%) of girls agreed that mandatory sex and relationship education should 
be provided at school level. This percentage was higher among girls from private high 
schools.  
 
4.11 Reasons of falling pregnant 
Half of girls who had ever been pregnant admitted that they had not used contraception 
prior to their pregnancy. In public high school 57% and private high school 51% admitted 
not to have used contraceptive before falling pregnant (Figure 4.5). 
In order to obtain a child support grant was another reason given by these school girls for 
falling pregnant. This was more common in public high school girls (18%) compared to 
private high school girls (7%). Pregnancy as a result of rape (about 10%) was quite high 
among currently or previously pregnant girls aged 15 to 19 years. Only a few girls agreed 
that the reason behind them falling pregnant was to prove their womanhood. 
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Figure 4.5 Reasons for falling pregnant among girls who had ever been pregnant 
aged from 15 to 19 years of age, Mthatha, 2009. 
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4.12 Summary 
A high proportion of teenage pregnancy among high school girls between 15 and 19 years 
of age was noted in Mthatha Region. The chance of falling pregnant was twice as high 
among public high school girls compared to private high school girls. The mean age of 
sexual maturation, first sexual encounter and first pregnancy were shifting towards 
younger age groups among girls who had ever been pregnant. Low socio-economic status 
and substance use were commonly associated with teenage pregnancy. Large numbers of 
girls had multiple sexual partners and experienced multiple episodes of sexually 
transmitted infections. Half of girls who had ever been pregnant were using at least one 
contraceptive method and condoms were the preferred method of contraception. Large 
numbers of high school teenage girls terminated their unwanted pregnancy through 
abortion. Illegal abortions were common practice among these teenage high school girls. 
The majority of girls who had ever been pregnant admitted that not using any method of 
contraception was the reason for falling pregnant. 
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CHAPTER 5 
DISCUSSION 
 
5.1 Introduction 
In this chapter the research findings are discussed and compared with similar studies 
conducted previously in the same location as well as different sites.  
5.2 Proportion of teenage pregnancy 
Worldwide annual fertility rates have steadily declined during the past two decades. In 
South Africa a similar trend has been reported. Despite the low levels of fertility, the high 
number of unwanted pregnancies among high school teenage girls is an unsolved problem 
in South Africa. This study has confirmed the large proportion of teenage high school girls 
who had ever been pregnant in Mthatha, South Africa. There were a total of 10% of 
teenage high school girls from 15 to 19 years of age who fell pregnant during their life 
time, with nearly double the proportion in public high schools (13%) compared to private 
high schools (7%). 
The study result is comparable with the South African Demographic and Health Survey 
(SADHS) of 2003 where the proportion of ever pregnant teenage girls from 15 to 19 years 
was 12%. The proportion of those pregnant from 15 to 19 year age group steadily declined 
from 16% in 1998, to 12% during 2003. Similar results were also reported by the 
Reproductive Health Research Unit (RHRU) survey of 2003 where 15% of teenage girls 
from 15 to 19 years had ever been pregnant (Pettifor, et al. 2004). 
 
The South African Demographic and Health Survey  of 1998 showed that the proportion 
of girls who had ever been pregnant from 15 to 19 years of age in the Eastern Cape was 
15%. However, a study conducted (Buga, et al. 1996a) in rural Transkei differs with the 
present study, reporting that the proportion of adolescent schoolgirl pregnancy was 31%. 
All these studies suggest that since 1996 the proportion of teenage pregnancy in South 
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Africa has shown a consistent decline, although two remaining unacceptably high, 
especially in teenage high school girls from 15 to 19 years of age. 
 
The proportion of teenage girls who had ever been pregnant in public high schools was 
two times higher than in private high schools, and that their was a strong association girls 
of poor socioeconomic circumstances. There was an inverse relationship with the 
occurrence of teenage pregnancy and their socio-economic status.  
 
The proportion of high school girls who had ever been pregnant increased with age. The 
proportion of girls who had ever been pregnant was 6% at 15 years of age and reached 
30% at 18 years of age. 
 
This finding concurs with the South African Demographic and Health survey of 1998, 
which show that the proportion of girls who had ever been pregnant increased from 2% at 
15 years to 30% at 19 years of age. Similar results were also found in a study conducted 
by Harrison (2008) where the proportion of teenage girls who had ever been pregnant 
increased from 1% at 15 years to 48% at 19 years of age.  
 
The likelihood of pregnancy is higher among younger age groups at private high schools 
compared to public high schools. This implies earlier sexual maturation and earlier sexual 
activity among teenage girls in private high schools who had ever been pregnant.  
 
5.3 Teenage girls’ sexual maturation and behaviour 
The age of menarche is an indicator of sexual maturation and this study found that girls 
who had ever been pregnant were more likely to have reported to be sexually mature at a 
younger age. The mean age of menarche was 12.8 years. A study conducted by Buga, et 
al. (1996a) in the same region found that the mean age of menarche among high school 
girls was 13.9 years. Another study in KwaZulu-Natal found the high school girls‟ mean 
age of menarche was 14.4 years (Prinsloo, et al. 2005). 
 
42 
 
Half of girls who had ever been pregnant experienced menarche between 12 and 13 years 
of age, with a significant number starting their menstruation before they reached 12 years 
of age. This shifting trend towards a younger age of menarche may play a role in the high 
number of teenage pregnancies. A study conducted by the World Health Organization 
(2004) found that mean age of menarche has decreased at a rate of 2 to 3 months per 
decade since the 19
th
 century. The age of menarche has almost decreased by up to 3 years 
according to the same study. Private high school teenage girls were more likely to start 
menstruating at a younger age compared to public high school teenage girls. The mean age 
of menarche is affected by nutritional, environmental, genetic and socio-economic status. 
Among high income countries the age of menarche was 12.5 years, whereas in low 
income countries the mean age was as late as 15 years of age. The mean age had an 
inverse relationship with socio-economic status. In the current study most of the pregnant 
teenagers from private high schools belonged to wealthy families and had access to good 
nutrition.  
 
The majority of girls who had ever been pregnant initiated sexual activity from 15 to 16 
years of age. A significant number of girls who had ever been pregnant started their sexual 
activity before they reached their 15
th
 birthday. Several studies have previously 
demonstrated similar findings. The majority of high school girls reported their sexual 
debut from 14 to 16 years of age (Buga, et al. 1996a; Prinsloo, et al. 2005; Oladokun, et 
al. 2007). High school teenage girls who commenced their sexual activity at a younger age 
were more likely to become teenage mothers. Such risky behaviour was also found in a 
study on sexual behaviour of Cape Town high school girls conducted by Flisher, et al. in 
2000.  
 
The median age of girls who had ever been pregnant was 16 years at first pregnancy. The 
majority of these girls started their sexual activity from 15 to 16 years of age. There is a 
direct relationship between the initiation of sexual activity and the age at which they fell 
pregnant. The pregnancy rates increased from 3% at 12 years of age to 20% at 16 years. 
This was followed by a decrease until 19 years of age. The majority of girls fell pregnant 
from the ages of 15 to 17 years. These age groups correlated with the onset of sexual 
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activity. The age at which they first fell pregnant shifted towards a younger age group in 
keeping with their age of menarche and age of sexual initiation. 
 
About three quarters of girls had only been pregnant once. Studies conducted by Pettifor, 
et al. (2005) and Mwaba (2000) found that about two thirds of girls who had ever been 
pregnant in South Africa viewed their pregnancy as unwanted. Pregnancy is one of the 
main reasons for school dropout in South Africa. The current study is based on teenage 
girl‟s gravidity among girls in high schools. The number of pregnancies may in fact be 
higher because some teenage girls may never have returned to school again after their first 
pregnancy. The socio-economic and educational consequences of teenage pregnancy often 
force them to rethink a repeat pregnancy. Most of these girls who have been pregnant start 
using contraceptives and adopt safer sexual practices to avoid teenage pregnancy. The 
findings are supported by Garenne, et al. (2000) study where significant differences were 
found in contraceptive practice before and after the first pregnancy among high school 
girls. 
 
5.4 Socio-economic status 
The majority of currently or previously pregnant teenage girls lived with their parents. A 
small proportion of these girls lived in high school hostels or with other relatives. The risk 
of pregnancy among those that did not live with their parents was one and half times 
higher among public high school compared to private high school girls. Parental 
supervision and interaction with children has a direct effect on their sexual activity and 
they are less likely engage in sexual activity (Frank, et al. 2008).  
 
About two thirds of girls who had ever been pregnant in public high schools belonged to 
economically poor backgrounds. In private high schools in contrast, two thirds of girls 
belonged to economically wealthy families. The risk of pregnancy in economically poor 
teenage girls was four times higher among public high schools compared to private high 
schools. These findings are similar to several studies conducted among low and high 
income countries, where poverty is one of the most consistent risk factors for teenage 
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pregnancy. Teenage pregnancies among high income countries were particularly prevalent 
in socioeconomically deprived communities. Socioeconomically deprived teenage girls 
usually have less opportunity to access reproductive health education and contraception 
compared to their affluent colleagues. Lack of reproductive health knowledge and 
contraceptive use significantly increase their risk of unprotected sexual behaviour that 
leads to teenage pregnancy. 
 
5.5 Contraception 
About two thirds of girls who had ever been pregnant between 15 and 19 years of age 
were using at least one of contraceptive method. A study conducted by Moultrie and 
McGrath (2007) found that the proportion of contraceptive use has significantly increased 
among young girls in recent years. Similar results were also found in other studies 
conducted to evaluate young girls‟ contraceptive practice in South Africa (Dinkelman, et 
al. (2008); Moultrie and McGrath, (2007); and Simbayi, et al. (2004)).  
The use of contraceptives public high school girls was one and half times higher compared 
to private high school girls. The study results indicate that a high proportion of teenage 
pregnancies occur in contraceptive users. Similar findings were noted in a study conducted 
by MacHale and Newell (1997) in Irish school going teenagers. This study identified that 
the use of contraception was inconsistence during sexual activity. 
A study conducted by Garenne et al. (2000), found that the frequency of contraception use 
among young girls was different before and after the first pregnancy. The low rate of 
contraceptive use before child birth was replaced by a higher rate of contraceptive use 
thereafter, possibly indicating a desire to prove their fertility. The majority of teenage 
pregnancies are unwanted and teenagers generally do not want to fall pregnant again. 
Inadequate knowledge, inappropriate contraceptive use and the negative attitudes of 
sexual partners towards contraception hampered the effectiveness of contraception 
(Kaufman, et al. 2001; Couper and Alexander, 1995). 
Condoms were the preferred methods of contraception among girls who had ever been 
pregnant, followed by injectable contraceptives and oral contraceptive pills. About three 
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quarters of girls were using condoms as a method of contraception. Similar results were 
found in a study conducted among high school girls in KwaZulu-Natal by Prinsloo et al. 
(2005). 
The majority of girls had knowledge that condoms can prevent pregnancy and reduces the 
transmission of HIV and STIs. Similar knowledge of contraception regarding the 
prevention of pregnancy, HIV and STIs were found in KwaZulu-Natal high school girls 
(James, et al. 2004; Prinsloo, et al. 2005). The knowledge of contraceptive methods does 
not translate into altered behavioural practices among girls, who are still regularly falling 
pregnant. 
 
5.6 Sexual behaviour and sexually transmitted infections 
Sexual activity at an early age is one of the risk factors for teenage pregnancy and STIs 
including HIV. The risks are several times higher when they engage with multiple sexual 
partners. In the current study half of girls had more than one sexual partner previously and 
girls from private high schools were more likely to have multiple sexual partners 
compared to girls in public high schools. A study conducted by Phipps et al. (2008) among 
pregnant adolescents in America found that a large number of pregnant girls engaged with 
multiple sexual partners and the proportion was increased with increasing age. 
 
About half of girls who had ever been pregnant had noticed a vaginal discharge during 
their life time. Two thirds of girls who had ever been pregnant had noticed multiple 
episodes of vaginal discharge. The high frequency and multiple episodes of STI among 
these girls are explained by the onset of sexual activity at an early age and multiple sexual 
partners among these girls. Similar findings were found in a study conducted among high 
school girls by Panday et al. (2009). Girls in private high schools were more likely to have 
noticed vaginal discharges compared to girls in public high schools. The finding is 
explained by a lower frequency of condom use and higher number of sexual partners 
among private high school girls. These results concur with a study conducted on teenage 
pregnancy by Kirby et al. (2007). 
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5.7 Abortion 
The majority of teenage pregnancies are unplanned. Often these girls lack sufficient 
reproductive and contraceptive knowledge, experience contraceptive failure and sexual 
assault. Many of these teenage pregnancies are terminated by an abortion. The methods of 
termination depend on the girl‟s health service knowledge, availability of health services 
and socio cultural acceptance of abortion services.  About half of previously pregnant 
teenage high school girls aborted their pregnancy before they reached term. The practice 
of abortion was more common among girls in private high schools compared to public 
high schools. The frequency of abortion in the current study is higher compared to 
previous studies where about one third of pregnancies were terminated before they 
reached at term in the age groups from 15 to 19 years (Jewkes, et al. 2001). 
 
A health facility such as a hospital or clinic was the preferred site for performing the 
abortion. Overall half of girls used a health care facility for their abortion. Illegal abortion 
remained common despite the legalization of abortion in 1996. Illegal abortions were 
more common among public high school girls compared to private high school girls.  
 
According to a study conducted by Kaufman et al. (2001) and Varga (2002), teenage girls 
living in rural areas and under poor socioeconomic conditions lacked knowledge regarding 
the Termination of Pregnancy Act. Social stigmatization and the negative attitudes of 
health care worker towards teenage pregnancy, force these girls into choosing illegal 
abortion (Jewkes and Rees, 2005). Girls with a low socioeconomic status, a younger age 
and primigravidas were more likely to have practiced unsafe abortion. Unsafe abortion 
always resulted in a higher risk of morbidity and mortality among these girls. Studies 
conducted in Sub-Saharan Africa found that one in four pregnant teenage girls die due to a 
complication of abortion and infection was the leading cause of death among these girls 
(Olukoya, et al. 2001). 
 
Traditional healers provide a range of health services in Mthatha. However, most of them 
use unsterile instruments and perform abortions in unhygienic environments. Traditional 
healer‟s often have limited reproductive health knowledge and skills which places teenage 
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girls‟ lives in danger. The risks of infection, hemorrhage, uterine rupture and vaginal 
fistulas, amongst others, are common among abortions performed in unhygienic 
circumstances and by poorly trained individuals. In the current study about 10% of 
abortions were performed by traditional healers.  
 
5.8 Sex and relationship education 
Teenagers‟ sexual behaviour is partly determined by their reproductive health knowledge. 
Teenage girls often practice risky sexual behaviour due to a lack of reproductive health 
and contraceptive knowledge which in turn leads to teenage pregnancy and sexually 
transmitted infections. The majority of girls who had ever been pregnant in the current 
study had sex and relationship education. 
 
Worldwide the prevalence of teenage pregnancy has declined in recent years, thanks in 
large degree, to improving teenage girls‟ knowledge of reproductive health and 
contraception. A study on teenage school girls conducted by Sylvana et al. (2005) found 
that school based reproductive health and contraception education had a significant impact 
on teenage fertility rates. Data from the 1998 South African demographic Health Survey 
also indicated a decline in teenage fertility with an increase in education levels and similar 
results were also found in a study conducted by Harrison (2008) and Hargreaves et al. 
(2008). 
 
The majority of girls received their reproductive health knowledge from schools, followed 
by parents, friends, the media and least commonly from health care centers. These 
findings differ from a study conducted by Pettifor et al. (2005) where the majority of 
teenagers received reproductive health knowledge from health care centers followed by 
school, parents and least commonly from friends. 
 
About two thirds of girls preferred that mandatory sex and relationship education be 
provided at school level. The reason for this is that they did not experience any 
discrimination or stigmatization at school compared to health care centers. 
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5.9 Substance use 
Substance use is a common risk taking behaviour among high school learners in South 
Africa. Substance use has a significant influence on teenage girls‟ sexual behaviour 
because it diminishes their capacity to make appropriate decisions and increases their 
libido. Teenage girls often have unprotected sexual activity under the influence of 
substances. Such risk taking behaviour makes them vulnerable to teenage pregnancy and 
STIs including HIV. Many studies show a direct relationship between substance use and 
teenage pregnancy (Flisher, et al. 2000; Kirby, 2002 and Morejele, et al. 2006). In the 
current study about one third of girls who had ever been pregnant from 15 to 19 years of 
age used substances during their life time. The study findings differ from a previous study 
conducted by Bhana (2004) where half of school learners in the Eastern Cape used 
substances. 
 
Girls in private high schools were two times more likely to use substances compared to 
their public high school counterparts. Substance use among these girls depended on the 
availability and affordability of substances. Private high school girls were more likely to 
able to afford substances compared to their public school counterparts. 
 
5.10 Reasons for falling pregnant 
Contraception is the main tool for preventing of teenage pregnancy. Contraceptive use has 
dramatically increased in recent years but teenage pregnancy rates are still high. In the 
current study half of girls who had ever been pregnant admitted that the main reason for 
their pregnancy was not using any means of contraception. A study conducted by the 
Kaiser Family Foundation and the South African Broadcasting Cooperation (2007) found 
similar results. Two thirds of young women admitted that the reason for falling pregnant 
was not using any contraception. 
Obtaining a child support grant emerged as another reason for falling pregnant and this 
was more than two times more common among public high school compared to private 
high school teenage girls. Due to the poor socioeconomic status among public high school 
teenage girls, the child support grant is often an incentive for falling pregnant. The study 
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findings differ from a previous study conducted by Makiwane, et al. (2006), where no 
relationship was found between teenage pregnancy and the child support grant. 
 
In this study the frequency of pregnancy due to rape was disturbingly high among girls 
who had ever been pregnant. A study conducted by Frank et al. (2008) found similar 
results where more than eight percent of teenage girls fell pregnant due to rape. South 
Africa is infamous for its high prevalence of violence and sexual abuse against women. A 
number of studies in South Africa have reported that the majority of teenage girls first 
sexual encounter was coerced (Wood, et al. 1998; Jewkes, et al. 2001; Anderson, et al. 
2004).  
 
A minority of girls admitted that the reason behind falling pregnant was proving their 
womanhood. In the past teenage pregnancy was a cultural practice in the rural areas of 
South Africa but cultural and social responsibilities related to education and economic 
considerations have more recently forced this practice to change (Jewkes, et al. 2001).  
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5.11 Limitations of the study  
 This study only includes girls attending high schools. Girls who may have left 
school due to pregnancy or who are unable to attend school for other reasons were 
not included and this may have distorted the study findings.  
 A large number of girls did not return the questionnaires likely due to the sensitive 
nature of the questions posed. This may have skewed the study results although the 
sample size was adequate to compensate for the non-responders. The possibility of 
dishonest responses is always a problem in self-administered questionnaires. The 
study objectives and methodology were explained to the teenagers before their 
participation in the study and they were encouraged to respond honestly as their 
anonymity and confidentiality would be guaranteed.  
 
 There were few participants from the senior grades in the study because at the time 
the study was conducted Grade 12 students were busy preparing for their matric 
examinations.  
 
 
 
 
 
 
 
 
 
 
 
51 
 
5.12 Summary 
Teenage high school girls start their menstrual cycle at a young age and the majority of 
them initiate their sexual activity at around the same time. Lack of knowledge regarding 
reproductive health and contraception put them at an additional risk of falling pregnant at 
younger ages. Growing up in poverty and a lack of parental supervision decreased their 
chances for access to reproductive health and contraceptive knowledge. Despite 
appropriate knowledge of contraceptive use, teenage high school girls used contraception 
inconsistently during sexual activity. Such unprotected sexual behaviour was increased 
teenage high school girls vulnerability to pregnancy and STIs including HIV. Multiple 
sexual partners and substance use were common risk taking behaviours associated with 
teenage pregnancy. A large number of pregnant girls resorted to illegal abortions due to a 
lack of knowledge about reproductive health services and the negative attitudes of health 
care workers towards teenage pregnancy. 
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CHAPTER 6 
CONCLUSIONS AND RECOMMENDATIONS 
 
6.1 Conclusion 
Teenage pregnancy is common among high school girls from 15 to 19 years of age in the 
Mthatha Region, South Africa. Public high school teenage girls have a two-fold higher 
risk of falling pregnant compared to private high school teenage girls. Growing up in 
poverty places high school teenage girls at increased risk of early pregnancy. A direct 
relationship between poverty and early pregnancy was well established. Despite better 
knowledge and high frequency of contraceptive use, teenage pregnancy is common among 
high school teenage girls, suggesting inconsistent use of contraception. Pregnant teenage 
high school girl‟s fertility is shifting towards younger age groups. Early sexual maturation, 
early age sexual activity, multiple sexual partners and frequent episodes of sexually 
transmitted infections are common among girls who had ever been pregnant.  
 
There is a high frequency of abortion among high school teenage girls who had ever been 
pregnant. Illegal abortion is common especially among public high school girls. Substance 
use, especially alcohol use, is common among private high school girls who had ever been 
pregnant. Poor socioeconomic conditions, lack of contraceptive use, early sexual 
maturation, risky behaviour, lack of knowledge about sexuality and reproductive health, 
multiple sexual partners and substance use were common factors that affected the teenage 
pregnancy rate among high school girls from 15 to 19 years of age in the Mthatha. 
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6.2 Recommendations 
The present study recommends the following: 
 
6.2.1 Establishment of youth friendly clinics 
Adolescence is a transitional phase of life when girls face many of physical and 
behavioural changes. Young girls need adequate guidance and counseling to prevent 
adoption risky sexual behaviour. Teenage girls are usually not welcomed at health care 
centers and frequently face harassment and stigmatization by health care workers. The 
establishment of youth friendly clinics for the teenage girls will aid in improving their 
reproductive health and sexual behaviour. 
 
6.2.2 Parental guidance and counseling 
Parent‟s reproductive health knowledge has a major influence on teenager‟s sexual 
behaviour. Parents are the most trustworthy source for reproductive knowledge among 
teenagers. Due to parental lack of reproductive health knowledge and inadequate 
supervision, parents are unable to transfer reproductive health knowledge to their children. 
To fill this knowledge gap parental guidance and counseling is essential to improve 
teenager‟s reproductive health knowledge. 
 
6.2.3 School support programmes 
Sexual health education programmes play an important role in determining high school 
girls‟ sexual behaviour and contraceptive practices. Both public and private high schools 
had life skill programmes but the majority of high school had poorly implemented these 
programs. Most high school teenage girls are involved in unsafe sexual activity due to a 
lack of proper reproductive health knowledge. Life skill teachers need not only more skills 
regarding reproductive health and contraceptive knowledge but also more interaction and 
involvement with high school girls. 
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6.2.4 Improving the availability of reproductive health services 
Reproductive health and contraception services should be made easily accessible to all 
teenage high school girls without any discrimination. All health care workers should be 
sensitive about teenage girls‟ need of contraception and reproductive health education. 
Health care workers should provide relevant reproductive health information so that 
teenage girls can make informed decisions regarding their sexual relationships. 
 
6.2.5 Establishment of community support 
Community participation is crucial in order to overcome the problem of teenage 
pregnancy. Teenage girl‟s sexual behaviour is significantly influenced by cultural 
practices and the norms their community. Sexual behaviour and practices are a sensitive 
issue for each community. Behaviour can change through community education and their 
active participation in sex education programs.  
 
6.2.6 Universal implementation of sex education 
Reproductive health knowledge should be integrated into the educational curriculum. The 
focus should be delayed initiation of sexual activity and the promotion of abstinence from 
sex in teenage high school girls. Appropriate contraceptive techniques and the prevention 
of pregnancy and sexually transmitted infections should also be emphasized. 
 
6.3Recommendations for future research 
Teenagers‟ sexual behaviour is a complex issue that is influenced by many factors such as 
socioeconomic and cultural factors related to their immediate environment. The researcher 
recommends a qualitative study related to establishing where the current initiatives in 
place to reduce teenage pregnancy are failing and how these initiatives could be 
strengthened.  
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Appendix 1:                             CONSENT FORM 
 
 TEENAGE PREGNANCY AMONG HIGH SCHOOL GIRLS IN MTHATHA  
Dear Sir/Madam, 
This study is being conducted to find out the prevalence of teenage pregnancy among high 
school girls in Mthatha. Teenage pregnancy is very common in South African high 
schools because most teenagers are sexually active but they do not know about 
contraception. Outcome of teenage pregnancy is not good; most of the newborns die 
before their first birthday.  Due to high prevalence of infant mortality rate in South Africa; 
teenage pregnancy raises many concerns. We believe that education about safe sexual 
behaviour and contraceptive methods will help prevent teenage pregnancy and related 
complications. Participation in this study is voluntary. The result of this study will help us 
to recommend an action plan that will help to promote health in schools. The study is 
being conducted by the medical person from the Walter Sisulu University. 
Participants will be asked some questions about sexual behaviour, episodes of sexually 
transmitted infections, contraceptive methods, age of sexual debut, educational status, 
socioeconomic status, family history and general knowledge of pregnancy. The 
information given by you will be used anonymously. There is no risk to your participation 
and results will be kept confidential. By signing this form you acknowledge having read 
and understood the purpose of this study and volunteer to participate in it. 
Thanking You, 
From:  Dr. Anita Meel and Department of Community Medicine. 
 
Principal: 
Signature: ------------------- 
Date: -------------------------  
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 Appendix 2:         IMVUME YOKWENZA ISIFUNDO SAM 
UMITHO LWABANTWNA ABANGA MANTOMBAZANA KWIZIKOLO 
EZIPHAKAMILEYO EMTHATHA. 
Dear Tata/Mama 
Isifundo endisenzayo, ndisenzela ukuqonda umyinge wabantwana abangamantombazana 
abamithileyo kwizikolo zemfundo ephakamileyo e Mthatha. Umitho lwabantwana 
abangamantombazana luxhaphakile eMzantsi Africa kuba ababantwana   bayakuthanda 
ukulala nabafana okanye amakhwenkwe, kwa lamantombazana akazazi ukuba kufuneka 
ezikhusele. Iziphumo zomitho azibizihle, abantwana abaninzi bayasweleka bengagqibanga 
nonyaka. Ngenxa yomyinge ophezulu wokusweleka kwabantwana abancinci e Mzantsi 
Afrika, umitho lwabantwana abangamantombazana lufuna ukuqwalaselwa. Siyakholelwa 
ukuba imfundo yokuziphatha kakuhle kunye nocwangciso luyakuluthomalalisa umitho 
lwabantwana abangamantombazana kunye nezinye izifo, kungoko ndizokucela ukuba 
umthathi nxaxheba athathe inxaxheba kwesisifundo. 
Iziphumo zesisifundo ziyakunceda kuphuhliso nakwizinga lokunceda kwezempilo 
ezikolweni. Esisifundo senziwa ngumfundi ophantsi kwecandelo lozonyango e Walter 
Sisulu University. Abathathi nxaxheba uyakubuzwa lemibuzo ilandelayo: uhlobo 
aziphethe ngalo, nokuba ingaba wake wanaso na isifo sangaphantsi akuba elele nen doda, 
unolwazi na ngokucwangcisa ukuba unalo ulwazi waqala nini, imfundo yakho, intlalo 
yekhaya malunga nezemali nokutya nokunxiba, inkcukacha ngempilo yekhaya, nolwazi 
ongaba unalo ngewzomitho. Ulwazi ondinike lona lwakuba yimfihlelo phakathi kwam 
nawe. Akuyubakho bungozi kwimpathiswana yakho kunye neziphumo, iyakuba 
yimfihlelo. Ngokufunda kwakho oko kubhaliweyo nangokuziqonda iziphumo zesisifundo, 
nokuzinikela kwakho ngempathiswano ungajonganga mvuzo okanye nayiphi intlawulelo, 
yonke keloonto indenza ukuba ndikucele ubhale amagama akho. 
Ndiyabulela Kakhulu, 
…………………………………………………….. 
Frm Dr. Anita Meel and CommunityMedicine 
 Inqununu: 
Igama nesibongo…………………………. 
Umhla……………………………………. 
 
 
iii 
 
 Appendix 3:                              QUESTIONNAIRE 
 
QUESTIONNAIRE ON TEENAGE PREGNANCY AMONG HIGH SCHOOL 
GIRLS IN MTHATHA 
All information in this questionnaire will be handled anonymously   
 
Section A: Biographic data (Socio-demographical and economic circumstances 
surrounding teenage pregnancies). 
 
1. How old are you?  ……………. (Years) 
 
2. What is your educational status: 
a. Grade 8 
b. Grade 9 
c. Grade 10 
d. Grade 11 
e. Grade 12 
 
3. Who do you live with? 
a. Parents 
b. Grand parents 
c. Single parent 
d. High school hostel 
e. Other 
 
 
iv 
 
4.  How many members in the family? 
a. Mother only 
b. Father only 
c. Mother and father both 
d. Mother, father and grand parents 
e. Grand parent 
f. None of them 
5. How do you generally view your financial status at home? 
a. Poor (less than R1000/month) 
b. Average (R1000 to R5000/month) 
c. Wealthy (R5000 or more per month) 
d. Not sure 
Section B: prevalence of teenage pregnancy and surrounding circumstances 
 
6. Have you ever been pregnant? 
a. Yes 
b. No 
 7. How old were you when you fell pregnant? ................. (Years) 
 
 8. How many times did you fall pregnant? 
a. Once only 
b. Two time  
c. Three time 
d. More than three 
e. Never 
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    9. What were the reasons for falling pregnant? 
a. Rape  
b. Not waiting to use contraceptives 
c. Proving womanhood 
d. Getting child support grants 
e. Poverty 
f. Other………. 
 
   10.  Did you have any abortion? 
a. Yes 
b. No 
   11.  Who did the abortion?  
a. Hospital/clinic 
b. Traditional Healer 
c. Backstreet/Illegal 
d. Other …………………..   
Section C: Knowledge and attitude and behavioural practices regarding 
contraception 
12. Which type of contraception methods are you using? 
a. Condom 
b. Oral pills 
c. Injection 
d. None of them 
13. By using a condom you can protect yourself from: 
a. Pregnancy 
b. HIV 
c. STI 
vi 
 
d. Pregnancy, HIV 
e. Pregnancy, HIV and STI 
f. None of them 
 
14. Have you ever had sexual intercourse in your life? 
a. Yes 
b. No 
 
15. If yes, at what age did you first have sexual intercourse? 
a. Less than 10 years 
b. 10 to12 years 
c. 12 to 14 years 
d. 14 to 16 years 
e. 16 to 18 years 
f. More than 18 years 
 
16.  How many sexual partners have you? 
a. One partner    
b. Two partners 
c. Three partners 
d. More than three 
  17. What was your age when you first noticed menstrual bleeding?  
a. Less than 10 years 
b. 10 years 
c. 11 years 
d. 12 years 
e. 13 years 
f. 14 years 
g. 15 years 
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18. Have you ever noticed any discharge and ulcer on your genital organs? 
a. Yes 
b. No 
 
19. If yes, how many times has this occurred in a year? 
a. Once only 
b. Two time 
c. Three time 
d. More than three time  
20. Have you taken any treatment for discharge and ulcer? 
a. Yes 
b. No 
 
Section D: Contributing factors for teenage pregnancy  
21. Have you ever got sex and relationship education? 
a. Yes 
b. No 
 
 22. If yes, who gave you this information? 
a. Parents 
b. School 
c. Friends 
d. Media 
e. Health care centers 
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 23. Is sex education necessary at school level? 
a. Yes  
b. No 
 
  24. Do you consume alcohol and/or any other drugs? 
a. Yes 
b. No 
  25. If you answered YES describe what you consume and how much in a week? 
    --------------------------------------------------------------------------------------------------------- 
    --------------------------------------------------------------------------------------------------------- 
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 Appendix 4:                           Imibuzo 
 
Imibuzo Ngomitho Lwamantombazana Ezikolweni Eziphaka Mileyo Emthatha. 
Yonke Lenkcukacha Yemibuzo Iyakuba Yimfihlelo 
 
 Isahluko A: Inkcukaca ngawe (Inkcaza ngokuhlala kwabantu kwindawo abahlala 
kuyo, zeziphi iintlanga ezikhoyo, ngabaphi abaninzi ngezemali bahleli njani). 
 
1. Uneminyaka emingaphi?  
 
2. Lithini izinga lemfundo?  
a. Uhlala naban 
b. Nabazali  
c. Nomakhulu Notatomkhulu  
d. Nomzali omnye  
e. Ehostel  
3. Nibangaphi kowenu  
a. Umama kuphela  
b. Utata kuphela  
c. Umama notata  
d. Umama utata numakhulu notatomkhulu  
e. Umakhulu notatomkhulu  
f. Owuhlali naye nomnye  
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   4. Nibangaphi  kowenu? 
a. Ngumama 
b. Ngutata 
c. Mama notata 
d. Mama, tata, Makhulu 
e. Makhulu 
f. Akhukho nomnye 
  
  5. Usibona njani isimo semali kokwenu?  
a. Kubi (ngaphantsi kwe R1000 nganyanga)  
b. Kuncono ( kuya ku R5000 ngenyanga)  
c. Nityebile ( R5000 nangaphezulu ngenyanga)  
d. Andiqinisekanga 
   Isahluko B: Umyinge wokumitha kelutsha nemeko ezibangqongileyo 
  6. Wake wamitha? 
a. Ewe 
b. hayi 
  
  7. Wawungakanani ukumitha kwakho?  
 
  8. Umithi kangaphi?  
a. Kanye kuphela  
b. Kabini  
c. Kathatu  
d. Ngaphezulu kwesithathu  
e. Zange ndimithe  
xi 
 
   9. Izizathu ezingunobangela wokumitha? 
a. Udlwengulo 
b. Ukungacwangcisi 
c. Ukuziqonda ukuba uyinkosikazi 
d. Ukufumana imali yesondlo 
e. Indlala 
f. Kunye nezinye 
10. Wakhe wasikhupa isisu ukhulelwe? 
a. Ewe 
b. Hayi 
 
 11. Usikhuphe njani isisu? 
a. Isibhedlele/ Eclinic 
b. Exhweleni 
c. Ngokwakho/ Ngokungekho semtetweni 
d. Ngenye indlela 
 
 Isahluko C: Ukwazi ngenkcukacha yolwazi lwabo nokuzimisela kwabo kucwangciso  
 
12. Usebenzisa luphi uhlobo lwezicwangciso?  
a. Icondom  
b. Ipilisi  
c. Isitofu  
d. Azikho apha  
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  13. Ngokusebenzisa icondom uzikhusela kwi:  
a. Umitho  
b. HIV  
c. STI  
d. Umitho, HIV  
e. Umitho, HIV and STI  
f. Andisebenzisi  nenye  
    14. Wake wabelana ngesondo ebomini?  
a. Ewe  
b. Hayi  
    15. Ukuba hayi, wawuneminyaka emingaphi?  
a. Ngaphantsi kweminyeka elishumi  
b. Elishumi ukuya kwelishumi elinambini  
c. Elishumi elinambini ukuya kwelishumi elinesine  
d. Elishushumi dinesine ukuya kwelishumi elinesithandathu  
e. Elinenesithandathu ukuya kwenesibhezo  
f. Ngaphezi lewelinesibhozo  
16. Bangaphi abantu owazibandakanya nabo ngezosondo?  
a. Mnye  
b. Babini  
c. Bathatu  
d. Bangaphezi kwesithathu  
17. Waqala nini ukuzibona ukuba usexesheni?  
a. Ngaphansti kweminyaka elishumi  
b. Elishumi  
c. Elinanye  
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d. Elinambini  
e. Elinesithathu  
f. Elinesine  
g. elinesihlanu  
18. Wake waziqaphela izifo zangaphantsi?  
a. Ewe  
b. Hayi  
   19. Ukuba uthe ewe kwenzeke kangaphi ngonyaka?  
a. Kanye kuphela  
b. Kabini  
c. Kathatu  
d. Ngaphezi kwesithathu  
Isahluko D: Ukwazi ngezinto ezibangela umitho lwabo besesikolweni 
  20. Uke wanyangelwa izifo zangaphantsi?  
a. Ewe  
b. Hayi  
21. Wake wafundiswa ngezesondo nezothando?  
a. Ewe  
b. Hayi  
22. Ngubani okunike olulwazi  
a. Abazali  
b. Esikolweni  
c. Abangani  
d. Abezindaba  
e. Clinic  
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23. Kungaba kunyanzelekile ukufundiswa malunga nezesondo ezikolweni?  
a. Ewe  
b. Hayi   
24. Uyabusela utywala okanye nezinye iziyobisi  
a. Ewe  
b. Hayi  
25. Ukuba uthe ewe uzisebenzisa kanga kanani ngeveki?  
  
  
 
 
 
 
 
 
 
 
 
 

 
